By her second marriage the grandmother had two children, a male and a female, who have both become affected. In them the wasting also involves the leg muscles.
Her elder daughter, by her first marriage, has two children, a boy and a girl, the boy showing the dystrophy. Of the two brothers shown to-day, Raymond, the elder, has slight wasting and weakness at the shoulder girdle, serratus magnus, supraspinati, infraspinati, and rhomboids; the face and legs are unaffected. The younger brother, Robert, shows no signs of muscular weakness. The parents are not blood relations and have only these two children.
Pseudo-hypertrophic Muscular Paralysis.-W. G. WYLLIE, M.D. M. S., female, aged 8 years 9 months. Muscular weakness first noticed at age of 5 years. Earlier development in sitting and walking was normal. Patient is an only child. The parents are unrelated. Pseudohypertrophy is markedly present in the calves and glutei, and to a less extent in the biceps and triceps. Atrophy is present in the pectoralis, serratus magnus, deltoid and supra-and infraspinati. The gait is waddling, with marked lumbar lordosis.
L. S., male, aged 8 years and 9 months. No history of an acute attack of encephalitis or of " influenza."
At 5 years the arm and leg on the right side began gradually to become weak. The patient tended to fall over towards the right, and was unable to feed himself. After a time the left arm and leg became similarly affected, and the patient lost the power of balance, always falling over backwards or to one or other side. He can at present walk a little if he stoops forward and keeps the knees approximated, but if he attempts to turn to one side he falls in that direction. There is generalized extra-pyramidal rigidity and a coarse tremor of the hands on exertion. The face is mask-like and shows a slight right-sided weakness. The knee-jerks are feeble, the plantars doubtful flexor. Of late the child has become obese and has developed some hirsuties of the pubis. Weight 75 lb.
Di8cus8ion.-Sir JAMES PURVES-STEWART said that he thought post-encephalitic disease might be eliminated from consideration in this case. There was no history of any acute attack of encephalitis or influenza. This might not be lethargic trouble at all. The child was dull, but this might be due to intra-cranial pressure, say from a cerebellar tumour spreading forward into the pons. In support of that, the child had a right-sided extensor plantar response, and fibrillation of the tongue when protruded. That suggested the possibility of an infiltrating pontine neoplasm. He did not detect any papillcedema. A ventriculogram would help in the diagnosis. Since the lateral ventricles were shown to be dilated, this fact would favour a diagnosis of neoplasin as against one of degenerative disease.
Dr. PARKES WEBER said that the lethargy might possibly be due to a gradually increasing secondary internal hydrocephalus of some kind. Such a supposition was not at variance with the suggestion of Sir James Purves-Stewart.
Dr. B. SCHLESINGER called attention to the mask-like face and particularly the slow smile which, once present, took some time to disappear. In his opinion these signs would hardly fit in with the diagnosis of a cerebral tumour.
Dr. WYLLIE (in reply) said that both children and adults frequently developed late stages of encephalitis lethargica without having had any initial acute attack, or history of 'influenza." Teratoma of Ovary.-BRAXTON HICKS, M.D. From A. L., an Italian female infant, aged 13 months. For three months before admissionr to hospital (March 21, 1931) the abdomen had been increasing rapidly in size. The patient had had cough and pyrexia five weeks before admission, and the stools had been very light in colour. The abdomen was seen to be greatly distended, with dilatation of the superficial veins. A large mass was felt occupying the whole of the right side of the abdomen and extending into the pelvis and to the left of the mid-line. The patient developed broncho-pneumonia and died April 1, 1931.
On post-mortem examination the peritoneal cavity was found to contain several ounces of brown blood-stained fluid. A large cyst, weighing 2 lb. 12 oz., and apparently arising from the left ovary filled the whole of the right side of the abdomen; it was not adherent to any other structures. At the base of the cyst, and continuous with it were two smaller masses, the larger one (the size of a golf ball) soft, and the smaller one very hard on section. A mass of clot and friable tissue was adherent to the inner wall of the cyst; the cyst cavity was filled with brown blood-stained fluid.
Microscopical exacmination.-Six sections from various situations were examined. The cyst wall was lined by flat cuboidal epithelium. The solid portions of the tumour were composed of elongated cells of mesoblastic type with deep staining nuclei and fine tendril-like protoplasm. The cells were arranged, for the most part, in diffuse masses or in solid columns. In some places, however, there was a lobulated and even alveolar formation. The tumour was supported by a fairly firm stroma of fibrous tissue, some of which was undergoing a myxomatous degeneration.
One or two areas of calcification also occurred. The tumour was extremely vascular and many hmmorrhages had occurred into it.
In the opinion of the exhibitor this tumour is probably similar to the so-called embryonal carcinoma of the kidney, and is, according to some authors, derived from a Patient was well until July, 1930; had walked normally but never talked. In July headache and vomiting of sudden onset occurred, followed a few hours later by a " fit." Patient became unconscious and convulsions severe enough to necessitate chloroform anesthesia occurred. In hospital no signs of organic disease were found. Patient was discharged after removal of septic tonsils. Readmitted in October, 1930, on account of recurrence of headache and vomiting, followed by squint and unsteadiness of gait. At this time he showed bilateral papilloedema, pupils equal and active, weakness of the left external rectus, and right lower facial muscles; palate and tongue normal; weakness and ataxy of right arm and leg; gait reeling with tendency to fall to right. All the tendon reflexes on the right were exaggerated; feebly sustained right ankle clonus; plantar reflex doubtful; abdominal reflexes not obtained. Patient was thought to have a subtentorial tumour and fourteen applications of radium were made to the left occipital and left parietal region. He became progressively more apathetic, and coarse (right-sided) tremor of limbs occurred. Fluctuant swelling of the left temporal region appeared two days before death (January 16, 1931) .
Post-morteem.-A soft haemorrhagic hernial protrusion was found projecting through the left lateral fontanelle and eroding the bone. The brain showed considerable cedema and a very large soft tumour (with which the hernial protrusion was continuous) involving the left frontal and temporal regions. Both lateral ventricles were much deformed and distended. Sections showed the tumour to be a spongioblastoma.
